Objective: Nutritional care needs are overlooked in clinical practice. We review nutritional needs and describe an approach for improving nutritional care in clinical practice. Design: Data from a controlled trial and several population cohorts. Setting: Primary care practices and a population survey in New Hampshire and Vermont, USA. Subjects: The controlled trial involved 1651 persons aged 70 years. The cohorts include information from 1879 persons aged 12 . Intervention: All patients completed standard surveys which included information about nutritional needs. 22 practices participated in the trial. Results: The higher the BMI, the less healthy the population. 15 ± 30% of patients report problems or concerns with eatingaweight and nutrition. Patients with problems or concerns are often bothered by other health and social problems. Patients who have productive interactions with clinicians have improved nutritional care and are more likely to report help with eating problems (68% vs 86%; Odds ratio 5.0 (95% CI: 0.9 ± 27.0). Conclusions: Nutritional issues are common and complex. A productive provider-patient interaction can improve the nutritional care of patients. Essential elements for a productive interaction include an informed, educated patient and a provider (or clinical team) prepared to assess and manage the broad range of issues that are important to the patient. Technology facilitates necessary feedback between patient and provider. Descriptors: nutritional care; physician's of®ce; social problems Streamlining nutritional care for the physician's of®ce
Streamlining nutritional care for the physician's of®ce
Social factors have a profound in¯uence on what people eat. Many economically`well-off' patients express concerns about the composition of a healthy diet. Less fortunate patients worry about the source of the next meal. A physician interested in providing nutrition care should be cognizant of the social context of medical practice (Durch et al, 1997; Wasson et al, 1998) .
A physician interested in nutritional care must also understand the ecology of of®ce practice. In most of®ces it is quite easy to overlook issues that matter to patients (Redelmeir et al, 1998; Wasson et al, 1992) . Nutritional issues may not be noticed unless they present as anorexia nervosa, gross obesity, uncontrolled diabetes and heart failure, or malnutrition. When the issues are recognized, many physicians are ill-prepared to deal effectively with them.
There is no one, easy solution to improve nutritional care at the societal and clinical level. However, we have recently completed several studies that show how nutritional care might be streamlined for the physician's of®ce. This report summarizes our work.
Methods
Survey results from 1879 persons aged 12 years of age or older are used to illustrate the association of nutritional concerns with other social and clinical issues (Patterson et al, 1998; Ahles, 1998; Bracken et al, 1998) .
In addition, the results of a controlled trial in 22 primary care practices are used to illustrate how simple assessment and feedback incorporated into of®ce practice is practical and effective for improving clinical care (Wasson et al, 1997; Wasson et al, 1999) . 1651 persons aged 70 years of age or older participated in this controlled trial.
Results

Nutrition, social factors and health
Physicians know that obesity is generally unhealthy. A survey of 446 New Hampshire adults aged 41 years on average, shows an inverse relationship between selfreported health and the body mass index (BMI) (Figure 1) .
The use of a food bank is probably a reasonable marker for social desperation and risk for nutritional problems. Table 1 illustrates how use of a food bank is more common for those in fair or poor health in socially disadvantaged populations.
When the patient walks through the door In the United States, income distribution and access to medical care must be taken into account when confronting issues of population health. Those who are the poorest and sickest and at greatest risk for nutritional problems may not walk through the door (Table 2) .
About 15% of those aged 80 years of age or older report eating problems sometime during the past month. Only 5% report the problem`often or always' (Patterson et al, 1998) (Figure 2 ).
This very high risk 5% subgroup is generally frail. Compared to all others aged 80 this group reports more fair or poor overall health (63% vs 23%) and poor quality of life (30% vs 4%). Signi®cant emotional dif®cul-ties are common (36% vs 10%). Gastrointestinal function is also a problem: 30% report bothersome constipation (vs 8%). Interestingly, few of either group reported ®nancial dif®culties (12% vs 6%).
Among adults who have identi®ed pain as a problem, about 30% are bothered by eating or weight problems (Ahles, 1998) . About half of those who are bothered often or always, report that they are more than 15% overweight (obese). Many factors are associated with being bothered by eating or weight problems. Figure 3 illustrates how those bothered by eating and weight problems are more often female, who have ®nancial dif®culties, emotional problems and low physical activity. These factors and poor health habits are most notable for persons who are both bothered and obese.
Among teenagers (Bracken et al, 1998) , about 10% are often or always bothered by eating or weight problems. About 15% are bothered`sometimes'. More often those who are bothered also have emotional dif®culties, abdominal pains, and family problems. They also engage in less physical activity and report less bene®cial health habits (Figure 4) . Gender was not an important factor for being bothered among teenagers. Streamlining nutritional care for the physician's of®ce JH Wasson et al
These patient-speci®c data indicate that in all age groups, eating and weight concerns usually have complex contexts. The affected patients usually have many other concerns and needs. The busy doctor will focus on the few clinical issues that are highly visible and with which sheahe has the greatest familiarity (Redelmeir et al, 1998) .
What about nutrition? Getting to the level of speci®c risks to health because of eating habits adds another level of complexity.
How can nutritional care be streamlined for the busy of®ce? A productive provider-patient interaction has a substantial positive impact on patient outcomes (von Korff et al, 1997) . Essential elements for a productive interaction include an informed, educated patient and a provider (or clinical team) prepared to assess and manage the broad range of issues that are important to the patient. When delivered in an of®ce setting, a good provider-patient interaction will be critical for high quality nutritional care. Figure 5 shows how the community, health care system, patient and providers all contribute to this productive interaction. This model suggests that the interaction between patients and clinicians is most likely to be productive when a patient is explicitly informed about a condition heashe has and is educated on how to live with it. The interaction should provide:
Balanced assessment of outcomes that matter to patients Educationafeedback to patients and providers Monitoring of processes of care Ongoing measurement A process for designing and testing changes in the care However, successful management of nutritional needs in a community practice is dif®cult because patients often have multiple problems and the clinician often has limited time.
A cooperative group of primary care clinicians and researchers have spent many years designing, testing and redesigning approaches for improving care in this most dif®cult environment of clinical practice (Wasson et al, 1992 (Wasson et al, , 1997 . These efforts have resulted in increasingly ef®cient patient feedback cycles. An example of a simple feedback cycle is shown in Figure 6 . In a controlled trial, 1651 patients aged 70 or older received a mailed survey asking about their health problems and how well these problems were being addressed by their physician (Wasson et al, 1999) . In the intervention limb, these data were used to generate a customized letter directing the patient to speci®c sections in an 80-page modi®ed version of the National Institute on Aging's`Age Pages'. In addition, the data were summarized and communicated to the patient's physician. Forty-®ve physicians in 22 primary care practices participated in the study.
This feedback strategy of using patient self-assessment data improved overall care (Figure 7) .
Compared to patients in usual care practices, patients in intervention practices had a more favorable impression of their health care in 18 of 22 assessments within four additional domains: help with functional limits, help with clinical issues, improved understanding and enhanced prevention (Figure 8 ). This ®gure also illustrates that the Figure 5 Essential elements for a productive interaction. Streamlining nutritional care for the physician's of®ce JH Wasson et al impact of the intervention was greatest when the patients recalled that there was a discussion of their problems and the educational materials given to them. Unfortunately, in this study population the majority of patients did not recall a speci®c discussion about their problem.
At the end of the study, about 25% of these elderly patients claimed that they had problems with eating and nutrition. 70% of those assigned to usual care claimed to have been helped with this problem versus 79% of those assigned to the intervention. (Odds ratio 1.2; 95% CI 0.6 ± 2.5). However, for the small subgroup of patients who recalled discussion with their doctor or nurse, the impact was greater ± adjusted odds ratio of 5.0 (95% CI: 0.9 ± 27.0; P 0.07) (Figure 9 ).
Summary
Nutritional needs are likely to be overlooked and undermanaged in clinical practice because these needs are often hidden in complex contexts of other health issues. Furthermore, social and ®nancial barriers adversely select those who are at greatest risk away from being seen by the clinician. Finally, a clinician may not be prepared to manage the nutritional issues when they are discovered.
A promising approach for overcoming these barriers to good nutritional care is to initiate nutritional assessment and education at both the population and patient level . Partners for this effort could include employer coalitions and insurers working in partnership with consumer gourps and clinicians. The evidence suggests that ef®cient and effective approaches can be implemented for ef®cient assessment, communication, education and care management.
How is a clinician to provide better nutritional care today? First, the clinician should be aware of the social context of nutritional need and be willing to push the organization outside the walls of the practice to address these needs. Second, the practice ought to implement simple screening. Measuring weight and height and BMI is not enough because obesity does not guarantee adequate protein and micro nutrient intake. A better approach is to ask patients if they have dif®culty obtaining meals, use food banks, have dif®culties eating well, or have concerns about their diet and nutrition. Third, the clinical practice must have adequate educational information to answer these screening questions. Finally, the clinician ought to establish an of®ce process that monitors the adequacy of this approach and corrects de®ciencies when they are identi®ed .
We conclude that nutritional needs are common and complex. Better nutritional care is possible but it will require an ef®cient and coordinated effort among health care and social systems. Figure 8 The effect of clinician discussion on outcomes of care in a controlled trial of patient assessment and education. Function: physical, daily activity, emotional and social. Clinical: 13 common problems such as pain and constipation. Understanding: fall prevention, immunization, advance care planning. Prevention: Pneumonia vaccine, regular exercise, written advance care plan. Reproduced with permission from Effective Cllinical Practice. Figure 9 Help with eating problems.
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